A 61-year-old man presented to the emergency department (ED) complaining of right great toe pain and worsening blue discoloration for 8 days. The patient was afebrile, and the remaining vital signs were normal. Physical examination was notable for symmetric and palpable posterior tibial and dorsalis pedis pulses with a mottled and cyanotic right great toe (Fig. 1) . Ankle brachial pressure index on the right measured 1.1, and on the left was 1.2 (both normal range). Toe pressures were 0 mmHg on the right great toe, 104 mmHg on the right second toe, and 114 mmHg on the left great toe. An EKG displayed a sinus rhythm, and a CT angiography of the abdomen and pelvis with three-vessel runoff revealed a fusiform, infrarenal, abdominal aortic aneurysm measuring 5.2 cm 9 5.5 cm 9 8.3 cm, with a mural thrombus that extended into the right common iliac artery. The patient's toe pain was not relieved with intravenous narcotics; therefore, a digital block with 1 % lidocaine was performed, which temporarily alleviated his pain completely.
A 61-year-old man presented to the emergency department (ED) complaining of right great toe pain and worsening blue discoloration for 8 days. The patient was afebrile, and the remaining vital signs were normal. Physical examination was notable for symmetric and palpable posterior tibial and dorsalis pedis pulses with a mottled and cyanotic right great toe (Fig. 1) . Ankle brachial pressure index on the right measured 1.1, and on the left was 1.2 (both normal range). Toe pressures were 0 mmHg on the right great toe, 104 mmHg on the right second toe, and 114 mmHg on the left great toe. An EKG displayed a sinus rhythm, and a CT angiography of the abdomen and pelvis with three-vessel runoff revealed a fusiform, infrarenal, abdominal aortic aneurysm measuring 5.2 cm 9 5.5 cm 9 8.3 cm, with a mural thrombus that extended into the right common iliac artery. The patient's toe pain was not relieved with intravenous narcotics; therefore, a digital block with 1 % lidocaine was performed, which temporarily alleviated his pain completely.
Blue toe syndrome is the isolated development of a blue discoloration to one or more toes not caused by coldinduced injury or obvious trauma [1] . It is characterized by a cyanotic digit with an otherwise warm and well perfused foot [2] . Blue toe syndrome is typically caused by microemboli that occlude small vessels; however, other nonembolic etiologies have also been described [3] . In our patient, the cause of his blue toe was suspected to be from embolic material dislodged from a thrombus present in his abdominal aortic aneurysm. 85 % of athero-embolizations arise from aorto-illiac occlusive or aneurysmal disease [4] . Thus the isolated finding of a blue toe warrants further investigation with a CT angiography of the abdomen and pelvis to rule out significant stenosis or aneurysmal disease.
The mainstay of treatment is early identification, and removal of the embolic source [4] . Despite source control, patients are at increased risk of future embolic events, limb amputations, and death [5] . The management for removal of a mobile aortic mural thrombus includes medical treatment with anticoagulation, thrombolysis, thrombectomy, or endovascular exclusion with a stent graft; however, no consensus has been reached [6, 7] . Controversy arises over the use of antiplatelet, anticoagulation, and thrombolytic drugs in Blue Toe Syndrome as these have been shown to be ineffective, and may predispose patients to further atheroembolism events. [4, [8] [9] [10] .
Given that the patient had palpable posterior tibial and dorsalis pedis pulses as well as a normal ankle brachial index, the vascular surgery team decided against amputation of the patient's toe. He was taken to the operating room, and underwent an endovascular abdominal aortic aneurysm repair with angioplasty. In our patient, the stent served not only as treatment for his abdominal aortic aneurysm, but also to exclude or cage off the thrombus material between the stent and vessel wall, effectively trapping it from systemic spread. He was discharged on aspirin, a home medication for secondary prevention of a previous myocardial infarction. At his 6-month post-operative visit, the patient's toe pain, claudication, and discoloration had resolved, and a repeat right great toe pressure was 106 mmHg.
In conclusion, we present the case of a male with blue toe syndrome who had digital pain unresponsive to intravenous narcotics. We report that a digital block was safe and effective in controlling his pain. The embolic source was localized to a thrombus present in his abdominal aortic aneurysm, and both the aneurysm and thrombus was successfully treated with an endovascular approach with resolution of his toe pain at his 6-month post-operative visit.
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